Introduction
The popular notion of sleepwalking is of a trancelike state. The subject usually has open eyes, a blank expression, awareness of but indifference to the environment, and sometimes clumsiness. He or she may waken "fully" before returning to bed and to sleep. There is subsequent amnesia for the event. The term itself implies that walking occurs within sleep. But the question remains: Is the person asleep, awake, conscious, or in some other state of mind? This has special relevance when there is violence with forensic consequences and the issue of responsibility for the act.'-' Controversy continues over whether the disorder is akin to functionally generated hysterical fugue states, underwritten by a process of dissociation within wakefulness,4 or whether it is an automatism precipitated by an abnormal sleep process and unrelated to the processes of the waking mind. Dissociation is defined as a defect of mental integration whereby one or more groups of mental processes become separated off from normal consciousness and, thus separated, function as a whole. - Kales et al,`Broughton," and Fisher et al"' agreed that both sleepwalking and night terrors typically erupt out of stage 4, non-rapid eye movement (deep) sleep. Kales et al identified subsequent persistence of slow waves for a short while, which they suggested might reflect brain immaturity.' They postulated the relevance of both organic and functional factors. Broughton, reporting in English on his earlier work with Gastaut, found the episodes to be associated with high amplitude (t rhythm, similar to that prompted in normal subjects wakened from deep sleep, and he considered the patients to be suffering from a disorder of arousal." Fisher et al reported similar findings in the electroencephalogram and concluded that night terrors arise because of a breach in the subject's ability to control anxietv."
More recentlv Oswald and Evans have come down emphaticallv on the side of sleepwalking being exclusively a disorder of sleep.' They described violent behaviour during sleepwalking in three subjects as being out of character and claimed that the subjects behaved automatically during the events and were subsequently amnesic for them.
We contribute to the debate with the following study of patients who attended our sleep disorders clinic with the sleepwalking and night terrors syndromes.
Methods of assessment and definitions
Patients attend the sleep disorders clinic for a wide variety of sleep disorders. They are assessed clinically during an initial two to three hour long consultation, during which information is obtained both from them and from witnesses-for example, the spouse. All patients also complete certain psychological tests before the assessment. These yield information about aspects of psychological make up which are universal (and for which normative data are available in each instance) but which may be quantitatively abnormal and hard to detect clinically in those with some sleep disorders. The tests are the Eysenck personality questionnaire, which gives scores on neuroticism, extraversion, and psychotisism"; the Foulds hostility and direction of hostility questionnaire, providing a measure of total hostility and its degrees of internal and external direction'7; and the Crown-Crisp experiential index, a standardised self report inventory of psychoneurotic state providing scores on six scales (each comprising eight items, allowing scores of 0, 1, or 2 on each item)-namely, anxiety, phobic, obsessional, psychosomatic, depression, and hysteria." The normative data for the Crown-Crisp experiential index are age related.
Patients are also investigated polysomnographically in the sleep laboratory if this is likelv to aid diagnosis and if they are willing. Normally they spend one adaption night followed by one study night in the laboratory. The polysomnogram provides two electrooculographic tracings recording eye movements, an electroencephalographic tracing, and an electromyographic tracing recording muscle tone. These are subsequently categorised in terms of the variety of waveforms, which allows a classification into wakefulness, movements, rapid eye movement sleep, and nonrapid eye movement sleep with its four stages (ranging from light to deep slow wave sleep). 4 The clinical criteria that we used for the diagnoses of the night terrors syndrome and the sleepwalking syndrome were those laid down The psychometric data obtained were compared between the two groups and with relevant normative data. The Wilcoxon two sample test with normal approximation was used to test for differences between groups.
EYSENCK PERSONALITY QUESTIONNAIRE
Results with the Eysenck personality questionnaire showed no significant differences between the two groups or when compared with normal people. There was, however, a tendency at the 7% probability level for the sleepwalkers to be more extraverted than normal (mean score 16 8 (SD 4 2) compared with 12 8 (4-9)).
HOSTILITY AND DIRECTION OF HOSTILITY

QUESTIONNAIRE
Patients with night terrors scored similarly to normal people on the hostility and direction of hostility questionnaire, but the sleepwalkers' score suggested a significantly higher level of hostility (19 2 (SD 11-2) compared with 12 4 (6 3); p<0 05), which was significantly outwardly directed (-5 2 (8 4) compared with 0 2 (5.5); p<0 05). BMJ VOLUME 300 The items are ranked in table II, firstly, according to the numbers of sleepwalkers who scored positively on each of them. The first item seems to relate to attention seeking behaviour and narcissism. The next three questions relate to the issue ofplay acting. The last four questions might be thought to be aimed at manipulativeness, narcissism, suggestibility, and emotionality respectively. The different rankings for positive responses by patients with night terrors are noteworthy, emotionality being ranked equal first with three other items.
CROWN-CRISP EXPERIENTIAL INDEX
Discussion
The subjects in this study scored very highly on the hysteria scale of the Crown-Crisp experiential index, particularly on items sometimes described as reflecting features of the hysterical personality and the capacity to dissociate. In the past scores on this scale have been highest among normal teenagers" but still substantially lower than those produced by our population. The patients with night terrors were appropriately also characterised by having high anxiety scores on the Crown-Crisp experiential index. Interestingly, all other scores except those for hysteria were normal, whereas patients with psychoneurotic disorders in general score highly on all scales of the index except hysteria. 17 Our finding is therefore highly specific. The sleepwalkers, who did not show high anxiety levels, showed instead high levels of outwardly directed hostility. Possibly hostility may more readily be expressed behaviourally within sleep in these patients, thereby contributing to the forensic aspects of this syndrome.
It may be argued that our patients were a highly selected group. Nevertheless, they comprised a consecutive series of referrals; they and witnesses always reported classic and frequent "attacks"; and the patients were carefully diagnosed as suffering from one or other syndrome independently of the psychometric data.
We speculate whether the physiological features reported by others as characterising these two syndromes and found also in our patients are related to mechanisms which may underlie the hysterical state. Several possibilities exist. The massive denial of feelings that such patients can exhibit may be breached when deep sleep shifts abruptly to wakefulness associated with intense distress. This possibility was suggested by Fisher et al"' and is also consistent with Broughton's view that the episode is one of intense arousal.9 This might account for the syndrome of night terrors. Such sudden, intense arousal leading immediately to distress or sleepwalking, or both, might owe something to the predisposed patient's current circumstances-that is, the strains in life-as suggested by other investigators at the psychophysiological level. 8'0 The rapid arousal that heralds the syndrome may be linked to these subjects' capacity for dissociation when awake.
Finally, some of us are personally familiar with transitory disorientation that occurs when waking abruptly and which de Maraceine found to be greatest in young and immature subjects.5 People with the characteristics described above may use such a state to protect themselves from distress. In some of these patients we may be able to observe a range from the unconscious to the conscious adoption of this mechanism. The question whether a person is then responsible for such behaviour, which erupts out of sleep, is vexed. Sleep seems to be a largely anabolic process in which we are active internally but oblivious to the external world. It seems to encompass cognitive activity and emotions and may even provide a forum for conflict and possibly problem solving. Our mental activity within sleep, however, is not normally associated with immediate social actions. The questions remain: Are sleepwalkers awake and are they "conscious"? We suggest that they are awake but in a state of major mental dissociation that can sometimes lead to socially unacceptable but meaningful behaviour.
